Foreign body perforation of lymphoma P B Goodfellow MB FRCSI C L Nockolds MB A G Johnson MChir FRCS J R Soc Med 1998; 91:545 When a foreign body has been ingested it will usually pass through the gut without medical intervention: perforation is unusual.
CASE HISTORY
A woman aged 76 was referred to the on-call surgical team via her general practitioner with a seven-week history of intermittent colicky central abdominal pain that radiated to the back. Over the ten days before admission the pain had increased and was associated with nausea, vomiting and dysphagia to solid food. She was opening her bowels and passing flatus. Systemic enquiry revealed no other symptoms. 7 years earlier she had undergone a lumpectomy and radiotherapy for breast cancer, and one year earlier low-grade non-Hodgkin lymphoma had been diagnosed by bone marrow biopsy (with subsequent development of Waldenstr6m's IgM macroglobulinaemia). She was also known to have non-insulin-dependent diabetes mellitus.
On initial examination she was apyrexial and haemodynamically stable. There was generalized abdominal tenderness but no peritonism. No masses were palpable and bowel sounds were normal. Chest X-ray showed a small left pleural effusion; the abdominal film was normal. All blood tests were within the normal range. She was clinically stable for three days, then developed symptoms of small bowel obstruction. Ultrasound scan revealed multiple loops of dilated small bowel throughout the abdomen, and a small segment of thickened bowvel.
Since she did not settle with conservative management she underwent a laparotomy, at which two tight strictures of the small bowel were found, with mesenteric lymphadenopathy. A piece of thin plastic about 3 cm long and 1 cm wide had perforated the small bowel, proximal to the distal stricture. The two strictures wvere resected in continuity and the bowel was anastomosed. Her post-operative recovery was uneventful. On histological examination samples from both strictures showed highgrade non-Hodgkin lymphoma (diffuse large B cell). It was present in the mesenteric lymph nodes, but the intestinal margins were not involved. No breast epithelial cells were seen. COMMENT Treatment of foreign body ingestion depends on the size, shape and situation of the object and the time from ingestionl. Observation is usually sufficient management-. When intervention is required, this may be prophylactic, or therapeutic after development of complications. Prophylactic treatment is endoscopic or operative removal. However, this is possible only if the patient knows about the incident and alerts medical staff. The common complications requiring intervention are impaction and perforation. Diagnosis is most difficult when as in this case, the history is unhelpful and the foreign body is radiolucent.
Perforation arises in less than 3% of cases of foreign body ingestion3, usually in the ileocaecal region or the stomach (perforation in the jejunum is very rare). Some of the risk factors relate to the shape and type of foreign body, and some to predisposing disease adhesion, inflammatory bowel disease, diverticular disease, hernia, Meckel's diverticulum, bowel tumours. Circumferential stenosis due to tumour infiltration is an uncommon but well recognized cause of small bowel obstruction. One of the effects of small bowel obstruction is that the bowel distal to the obstruction becomes atonic and collapsed, wvhereas proximal small bowel dilates and is active in the early stages. In the case reported the small bowel obstruction was due to recurrence of a previously treated lymphoma. The foreign body causing perforation was small and would not normally have presented a high risk of perforation. We postulate that the perforation of the jejunum just proximal (2 cm) to an area of circumferential stenosis causing obstruction was due to excess activity of the proximal bowel and localized pressure necrosis. When an apparently low-risk foreign body causes perforation, the reason may be some underlying disease.
